Avascular necrosis (AVN) of tibial condyles is an uncommon cause of joint degeneration and it may mimic osteoarthritis. The differentiation between spontaneous and secondary osteonecrosis is important for appropriate management. We present here a case of spontaneous avascular necrosis of the medial tibial condyle causing sudden increase in pain; localization to the medial tibial condyle near joint line with exacerbation on weightbearing and varus deformity. We also aim to recapitulate briefly various types and currently available treatment options. In the present case, considering advanced stage of AVN and associated degenerative changes, total knee replacement (TKR) was performed successfully with good outcomes.
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CASE REpORT
A 45-year-old female presented in the outpatient department with the complaints of pain in both the knees for the past 5 years. It was insidious in onset and gradually progressive till there was sudden increase in pain since last 4 weeks. There was no definite history of trauma or any history of mechanical symptoms like locking of the knee. Weightbearing increased the pain. On evaluation prior to surgery, tenderness was localized to the medial aspect of proximal tibia near the joint line. Varus stress test was positive suggestive of varus instability. These findings may suggest ligamentous knee injuries or other soft tissue injuries of the knee. Routine blood investigations were normal. Radiographic evaluation showed stage III changes (Carpintero et al). 1 The medial tibial condyle on right side showed significant bone loss, tibial subluxation and varus deformity with degenerative changes (Fig. 1 ).
Further evaluation with magnetic resonance imaging (MRI) of knee showed type-B pattern (Lotke et al).
2 T1-weighted image showed low signal intensity in the tibial plateau on the medial side extending to metaphysis. The T2-weighted and fat suppressed images showed increased signal intensity representing subchondral bone marrow edema (Figs 2A to C). The surgical plan of total knee arthroplasty (TKA) was made. Right (TKA) was performed with standard posterior stabilized implant (NRG Scorpio, Stryker Orthopedics). 3 We were able to balance the knee with 8 mm polyethylene insert with femur implant size 5 and tibial implant size 3. Postoperatively, patient was mobilized after 2 days and sutures were removed after 2 weeks. Follow-up X-ray showed well fixed and well-aligned implant without any instability (Fig. 3 ). Prior consent was obtained from the patient for publication of this work.
diSCuSSiON
Since the first description of spontaneous or idiopathic osteonecrosis of the knee by Ahlback in 1968, it is a well recognized entity. 4 It most commonly affects the medial femoral condyle. Medial tibial condyle accounts for only 2% of the cases. 5 It typically affects older patients (usually > 50 years) with female predominance Magnetic resonance imaging is very sensitive and specific in diagnosing spontaneous osteonecrosis. Role of bone scan was variable in different studies. Bone scan was not done in our case as it would not have affected the further management. Lotke et al described three types of MRI patterns of osteonecrotic changes. 2 Type A changes were small and well-localized to subchondral area. Type B changes were diffuse and extended up to metaphysis. Type C changes showed well-defined double ring/halo with subchondral collapse. Treatment options range from nonoperative and joint preserving methods to knee replacement procedures. Nonoperative treatment like protected weightbea ring and sole wedges is applicable only to precollapse stage. Our patients rarely present so early. Surgical options include a spectrum from microfracture treatment, osteochondral defect repair, extra-articular core decompression, high tibial osteotomy, unicompartmental knee replacement to total knee replacement. 7 Our patient was initially planned for high tibial osteotomy but due to severe varus collapse and associated degenerative changes, total knee replacement was done. Osteonecrosis may be associated with osteoporosis or osteopenia. This may result in insufficiency fractures without any traumatic event. In the present case, there was sudden increase in pain during past 1 month; localization was to the medial tibial condyle near joint line with exacerbation on weightbearing. Though age was less than 50 years as compared to the description in literature, other findings and lack of any predisposing factors lead to the diagnosis of spontaneous AVN of medial tibial condyle. Considering advanced stage of AVN and associated degenerative changes, TKR was performed successfully with good outcomes.
